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181 DUNLAP ROAD, PO BOX 1133
GREYSTONE HEALTH CARE CENTER BLOUNTVILLE. TN 37617
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
1 DEFIGIENCY)
N 000 Initial Comments ll N 000
During investigation of C/O #28875, #29100 and |
#29296, conducted February 15-16, 2012, at i |
Greystone Health Care Center, no deficiencies E |
were cited under Chapter 1200-8-6, Standards for |
Nursing Homes. |
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